Denouement and discussion
The CT scan showed a soft tissue mass with a vascular supply from the thoracic aorta and venous drainage probably into the hemiazygos vein, creating a vascular stalk or pedicle for the mass. At surgery, the mass was identified and recognized as an extralobar sequestration completely separate from the normal trilobed right lobe. The vascular pedicle was isolated showing an artery arising from the thoracic aorta. The venous communication was seen to drain into the hemiazygos vein. These vessels were ligated and the mass easily removed. The pathological specimen showed normal lung tissue with benign bronchiolar epithelium. Pulmonary sequestrations, first described in 1946 by Pryce 1, are a mass of pulmonary tissue sequestered or separated from the normal bronchial connections and with an aberrant blood supply. Classically, a sequestration is thus carried out both from the bronchial tree and the pulmonary artery circulation. 1 Sequestrations are believed to arise from supernumerary lung buds that arise from the primitive foregut in about the fifth week of gestation.
2,3 Two types are described: as intralobar sequestration and extralobar sequestration (ELS). Extralobar sequestration comprises B25% of all sequestrations and is covered by a separate pleural investment. 4 Intralobar sequestration shares a pleural investment with the ipsilateral lung, which may become aerated through the pores of Kohn. The ELS are nonaerated masses.
The arterial blood supply of extralobar sequestrations arises from either the thoracic or the abdominal aorta in 80% of cases, with the aortic branches arising from the splenic artery, gastric artery, subclavian artery or intercostal arteries in 15% and from the pulmonary artery in 5%. 4 The venous drainage of ELS is usually through the systemic circulation into the hemiazygos veins, azygos veins, inferior vena cava or portal vein. 2 Approximately 65% of ELS are located on the left side and 70% of these are located between the left lower lobe and the diaphragm. 2 Approximately 10% of ELS are located below the diaphragm in the left suprarenal retroperitoneum. 5 These abdominal retroperitoneal ELS need to be differentiated from other suprarenal masses, especially neuroblastoma. 5 Approximately 25% of ELS have some areas of type II congenital cystic adenomatoid malformation within them. 6 Congenital cystic adenomatoid malformation, also known as congenital pulmonary airway malformations , are hamartomatous malformations of pulmonary mesenchymal elements classified by Stocker by histological and macroscopic characteristics into three major types. Type I contains large cysts, larger than 2 cm in diameter, type II contains cysts varying between 1 and 2 cm and type III contains microscopic cysts. 3 Thirty percent of ELS occur in association with Bochdalek hernias. 7 Increasingly, ELS are being discovered by in utero sonography. A significant number (35 to 70%) of inutero detected ELS spontaneously regress during pregnancy. 8, 9 Most cases of postnatally detected ELS are symptomatic, and are usually detected within the first 6 months of life.
2 At birth, presenting signs of ELS include nonimmune hydrops and large pleural effusions, believed to be because of venous obstruction from the sequestration inutero. 8 Later symptoms include pneumonia, cough, cyanosis, recurrent infection and high output congestive heart failure. 9 There is a 3:1 to 4:1 male-to-female ratio among patients with ELS. 10 The patient reported herein had a large ELS with typical arterial supply and venous drainage, as seen in an asymptomatic male infant. Surgical resection, as carried out in this patient, is the treatment of choice. 
